Methods and results
The procedure is usually performed during outpatient endoscopy. The system is composed of a 180 cm polyethylene catheter with a built in guidewire (Microvasive, Mass, USA). Near the tip is a low compliance balloon 2 cm long. A 10 ml syringe is used to inflate the balloon with water; the inflation pressure is monitored by a gauge connected to the catheter. Balloon catheters of increasing diameter (8-15 mm) are introduced through a 2-8 mm or larger endoscope biopsy channel. They are positioned to lie across the stricture. The balloon is then inflated, held for 60 seconds, pulled back into the stomach, and then deflated. The procedure is repeated until the stricture is dilated to 15 mm.
From June 1986 to October 1987 14 patients with benign gastric outlet obstruction were studied prospectively. Their mean age was 68, and seven were either aged over 75 or had an associated serious illness which would have made an operation hazardous. Thirteen patients had symptoms, while one asymptomatic patient was found to have a pyloric stenosis during a procedure indicated for endoscopic sphincterotomy. Ten patients underwent a barium meal examination before dilatation. All had evidence of gastric outlet narrowing, and eight had gastric dilatation and barium retention. The diagnosis was confirmed in all patients by the failure to pass an 11 mm diameter endoscope through the stricture. Eleven patients had pyloric stenosis, two postbulbar duodenal obstruction, and one stenosis of both outlets of a Billroth 2 gastroenterostomy.
Dilatation was eventually successful in 13 of the 14 patients, as assessed by the passage of a therapeutic endoscope (outer diameter 11-5 or 12-8 mm) through the stricture and improvement in symptoms. There were no complications. Patients required a mean of 1-9 (range 1-5) dilatation sessions, at six week intervals, to achieve a successful result. In the one failure the catheter could not be positioned through an eccentric stenosed pylorus. In seven patients a repeat barium meal three-12 weeks after successful dilatation showed JtE Inflated balloon catheter with pressure gauge and siyringe assemblv improvement. Eieven of the successfully treated patients have continued long term treatment with ranitidine and the two others have remained well after only eight weeks' treatment. Despite symptomatic improvement further dilatations (mean 1 4) were performed in five patients because of endoscopic evidence of restenosis. The mean time of follow up was 10 (range 1-16) months. Four of the six patients followed up for over a year after successful dilatation remained well without recurrence, while two others required periodic dilatations to maintain endoscopic patency.
Comment
Earlier studies using wire guided hydrostatic balloon catheters resulted in symptomatic improvement in 67-83% of patients in whom stenoses were dilated.'-In contrast, 93% of all patients (100% of dilated patients) in this study achieved both symptomatic and objective evidence of improvement. The procedure was well tolerated and is technically easier to perform than wire guided dilatation. The correct timing for follow up dilatations is uncertain. Periodic procedures may be unnecessary for asymptomatic patients with endoscopic evidence of restenosis whereas symptomatic patients requiring repeated dilatations may eventually need surgery. The short term results support the use of this technique in high risk patients, but longer follow up is needed to assess its place in the definitive management of gastric outlet obstruction.
